reduction in the level of dangerousness to self and others, to the point that the user may voluntarily consent to further treatment or be able to be discharged. It is recognised internationally that the majority of MHCUs should be treated as voluntary patients. However, a minority will require admission and treatment without their consent. It has been estimated that worldwide 10 -15% of MHCUs require involuntary admission. 2, 3 However, the percentage differs considerably between countries because of factors such as lack of services, poor capacity to manage patients, and inadequate early detention and management of problems. Despite these differences, most people and countries seem to agree that the assessment of mental illness and intellectual disability and the decision to treat without consent fall within the medical domain, but that the legal step of restricting a person's freedoms and treating without consent needs to be made by a judicial or quasi-judicial body. 4 This information management is the responsibility of the board's secretariat.
The MHCA was implemented just over 5 years ago, and it is vital that its relevance, effectiveness and procedures be analysed.
While the Act and the regulations are clear in their requirements, the level of implementation thereof still needs to be determined. 
Results

Applications for inpatient care
During the 1-year study period the two MHRBs received a total of 3 803 applications for inpatient care, of which 66.4% (N=2 526)
were for assisted inpatient care and 33.6% (N=1 277) for involuntary inpatient care ( 
Applications for outpatient care
During the study period 1 226 applications were received by the MHRBs for outpatient CTR, of which the majority (approximately 92%) were for assisted outpatient CTR (Fig. 1) . 
Applications for prolonged inpatient or outpatient care
The boards received 3 805 periodic reports for prolonged CTR, of which 93.5% (N=3 556) were for inpatient and 6.5% (N=249) for outpatient CTR (Fig. 2) . The majority of the applications for continued inpatient (86.8%) and outpatient CTR (61.5%) were for assisted CTR.
Discussion
Involuntary admissions
In psychiatric practice worldwide, review of legislation providing the framework for mental health care coupled with persistent lobbying from the human rights movements has resulted in a shift in the basic criteria for providing mental health care.
The paternalistic approach by the service provider is being Although not supported by this study, some service providers suggest that more patients are presenting with psychiatric disorders that necessitate involuntary admissions, e.g. a higher
proportion of psychiatric patients are misusing drugs and alcohol, leading to more florid presentations of psychotic illness, and delays in admission and treatment caused by bed shortages may mean that patients' illnesses are more severe at presentation.
14 Further study into the reasons for involuntary admissions is therefore warranted.
We also found that the specialised hospitals as a group had more applications for involuntary admissions than the regional hospitals. It is possible that the number of involuntary admissions at regional hospitals will increase in the future because Gauteng, like other densely populated large cities, tends to have relatively high rates of involuntary admissions 15 and the number of beds available at specialised psychiatric hospitals is limited. It is recommended that the Department of Health plans for this eventuality by improving both the infrastructure and human resources in regional hospitals.
In the interim, the willingness of a regional hospital to admit involuntary patients should be contingent on its being able to control its admissions, not being the provider of last resort, and receiving support from the specialised psychiatric hospitals.
Further involuntary CTR Outpatient care
The MHCA requires that if further care is provided without the patient's consent, it should be done in the least restrictive environment and as close to the patient's home as possible.
When the patient's condition improves to a point at which they are considered not to be a danger to themselves or others, but still lack the capacity to consent to voluntary treatment, they should be discharged into the care of their families and be managed as involuntary outpatients at a local community psychiatric clinic. The intention of the Act is to empower the family and help ensure that they play an active role in the ongoing treatment of the MHCU.
It is also intended to improve treatment adherence and prevent relapse and the 'revolving door' syndrome.
During the study period there were significant numbers of applications for involuntary outpatient CTR from both regions of Gauteng, indicating a positive trend by mental health care
providers (albeit more in northern Gauteng) to implement this regulation of the MHCA. Further research is needed to determine the success of this involuntary outpatient approach.
Long-term involuntary care
The MHCA requires that treatment without consent be provided for as short a time as possible. If it has to be provided for a continued period of more than 6 months, it must be reviewed regularly and periodic reports must be submitted for approval to the MHRBs, justifying the continued care and the lack of capacity to consent.
During the study period the MHRBs received 3 805 such reports.
Although this represents a significant number of users, the majority of these applications were for the long-term/prolonged assisted 
